We appreciate the interest by Huang et al. in our article [1] and the opportunity to reply. The first concern of Dr. Huang and his colleagues regarded the patients we examined in our study population. They correctly note that supination-external rotation injuries do not always have syndesmotic involvement. In our case population, as noted in the article [1], all patients had a positive radiographic stress examination and preoperative MRI that confirmed syndesmotic involvement necessitating fixation.
Reply:
We appreciate the interest by Huang et al. in our article [1] and the opportunity to reply. The first concern of Dr. Huang and his colleagues regarded the patients we examined in our study population. They correctly note that supination-external rotation injuries do not always have syndesmotic involvement. In our case population, as noted in the article [1] , all patients had a positive radiographic stress examination and preoperative MRI that confirmed syndesmotic involvement necessitating fixation.
Their second point was whether our posterior malleolar fixation would provide sufficient stabilization for fractures with ''greater instability.'' We did not address this directly, but as we did mention, the posterior malleolus alone accounts for 42% of the strength of the syndesmosis [2] . We believe that if the medial side is reconstructed, either by fixation of a medial malleolar fracture or by repair of a torn deltoid ligament, additional syndesmotic fixation is unnecessary, even in more unstable injury patterns. Since reviewing the patients in our article [1] , the senior author (DGL) has completely stopped augmenting posterior malleolar fixation with syndesmotic screws, even in fracturedislocations. Each of these patients has stress testing after fixation and they no longer have any sign of instability. Thus, they have anatomic fixation without screws across the syndesmosis.
The third question also addresses this topic, asking why a combination of posterior malleolar fixation and transsyndesmotic screw fixation was used in the more unstable fracture-dislocations. During the time we were accumulating this series of patients, we were unsure if the construct would be stable enough for these more severe injuries, but after this study and its predecessors were published and after review of our subsequent patient series (as yet unpublished), we do not believe more severe injuries need supplemental syndesmotic fixation. We thank Dr. Huang and his colleagues for their interest in our article.
